752                                                  EMERGENCY MEDICAL SERVICES FOR CHILDREN
with the county EMS authority to develop pediatric equipment standards for county ambulances (Seidel, 1989). In the early 1980s, a survey of 82 EMS agencies across the country demonstrated a widespread need to increase the availability of many kinds of basic equipment (Seidel, 1986a). For example, 79 percent of the responding agencies did not carry complete sets of masks for bag-valve-mask resuscitators. The survey also showed that, even when appropriate equipment guidelines were in place, ambulances did not always carry the recommended items.
Various ED and critical care categorization programs tend to reveal the deficiencies in those settings. A survey by the Maine EMS-C project showed "considerable variation" among EDs in the airway management equipment available (Maine EMS-C Project, 1991, p. 23), and the project's physician advisory board expressed concern over the impact this might have on patient care. A group of hospital EDs in Arkansas proved to be less well prepared for emergency care of newborns and infants than for older children (Scotter et al., 1990). Items not available in some hospitals included infrared warming lights, infant oxygen masks, and tracheostomy tubes (sizes 0 to 5). Some problems with lack of equipment can extend even to the pediatric wards and intensive care units (ICUs).
Emergencies also arise in the office setting, but studies have found deficiencies among adult and pediatric providers in equipment and supplies needed to manage a variety of emergency conditions (Kobernick, 1986; Earth et al., 1989; Fuchs et al., 1989; Altieri et al., 1990; Schweich et al., 1991; Seidel et al., 1991a). A study focused specifically on the preparedness of pediatricians found that those in solo practice had the most limited equipment available, whereas health maintenance organizations (HMOs) were generally the most completely equipped (Schweich et al., 1991). For specific emergencies, the investigators found that all types of practices were best prepared to treat severe dehydration and least prepared to treat cardio-pulmonary arrest. Even so, among the solo practice group only 35 percent had all of the equipment deemed necessary to treat severe dehydration, and of the HMO practices only 58 percent were equipped to treat cardiopulmo-nary arrest. Pediatricians who had basic equipment available were more confident about managing emergencies, regardless of the practice setting, than those who had no such equipment on hand. Some ambulatory (or urgent) care centers also lack appropriate equipment for pediatric emergencies, even though they sometimes treat children for serious conditions such as seizures and anaphylaxis (Seidel et al., 1991a).'
What Should Be There?
The supplies needed to care appropriately for children range very widely. They can include standard medications needed for resuscitation that areed some of the earliest attention. In 1978, the pediatric community in Los Angeles began working instructor demonstration and ample student practice of key steps in specific procedures, for instance, bag-valve-mask ventilation and peripheral and central venous cannulation. Professions Commission, for example, addressed implications of changes in the health care system and in healthcare needs for schools training health care professionals (Shugars et al., 1991).  In 1993, the Institute of Medicine had under way various studies in this area, including ones on dental education, on career paths in clinical research, and on increasing minority participation in the health professions.
